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education.
In the spring of 2008, UCSD BMT nurses and transplant coordi-
nators developed an extensive BMT education program for alloge-
neic BMT patients and their caregivers. Curriculum of the
program includes infection prevention, proper medication adminis-
tration and ensuring the safe transition for the patient from inpatient
to outpatient care. Primary objectives in creating this education pro-
gram were decreased anxiety and distress, infection prevention, and
increased medication compliance.
The Program’s education strategies include:
A customized BMT patient reference manual, provided to the
patient and caregiver during the first patient visit. (The manual is
available in both English and Spanish)
One-on-one education sessions for the patient with the RN/trans-
plant coordinator
The BMT caregiver class. The scheduled caregiver class, which
brings several BMT caregivers together, provides education, mutual
support and the opportunity to develop coping mechanisms. The
class provides a special focus on the discharge and home experience
of the BMT patient.
Patient teaching prior to discharge from the hospital.
Preliminary results of caregiver class based on post class surveys
indicate that patients had less anxiety, emotional distress, and im-
proved feelings of coping after attending the caregiver class. These
results indicate that further support is needed for caregivers of allo-
geneic transplant recipients. The BMT nurses/transplant coordina-
tors will continue to refine the allogeneic education program, based
on measured outcomes including post class survey and distress
management tool.466
CATHETER-ASSOCIATED BLOOD STREAM INFECTION (CA-BSI) REDUC-
TION PROJECT ON 2 BMT INPATIENT UNITS
Stenstrup, E., Hagerman, A., Mielke, C. University of MinnesotaMedical
Center, Minneapolis, MN
Purpose: This nursing-centered project was created to reduce the
number of CA-BSIs on both the Adult and Pediatric BMT inpatient
units.
Background: A central venous catheter (CVC) is paramount for
the care of the BMT patient. At our facility, we perform autolo-
gous and allogeneic transplants. These types of patients require
intense, acute nursing care, with some needing critical nursing
care. The CVC allows nursing staff to administer medications
and blood products, draw blood specimens, and monitor patient
hemodymanics. Literature shows there is an increase in CA-BSI
risk with multiple entries into the lines connected to the CVC or
the CVC itself (Crnich & Maki, 2005). CA-BSIs contribute sig-
nificantly to morbidity, mortality, and cost (O’Grady, 2002). In
an effort to decrease the burden of CA-BSIs, our facility em-
barked upon a nursing-centered PI project to reduce CA-BSIs.
Interventions:We began our project in early 2008. We have contin-
ued into 2009 in order to monitor the outcomes of the interventions.
Our implementation strategies in 2008 were three-fold: re-educate
all staff, require hands on CVC competencies, and employ the Infec-
tion Prevention Department. Education consisted of review of liter-
ature, rates, CVC policy review, and correct technique when
working with a CVC. During staff’s yearly competencies, reviews
and updates are given related to the project. They must be checked
off on correct CVC technique. Monthly CA-BSI rates are shared
with staff and quarterly rates shared with the BMT Quality Commit-
tee.
Evaluation: We noted a 50% decrease in our CA-BSI rates on both
units with the initial rollout of this project and during 2008. We have
seen a small rise in our rates in the first half of 2009. We evaluate our
interventions on a monthly basis. We consider patient populations,
staffing levels, the infecting organism, and other relevant factors.
We have made changes to the interventions first defined for this pro-
ject. We will continue to evaluate our rates based on those changes.
Discussion: As with any project, sustaining change is key. We
have experienced an overall reduction in our CA-BSI rates. Our
goal is to reduce our rates to below our benchmark and sustain
this rate for one year. Inviting nursing staff to the initial projectdiscussion has proven to be an integral piece to the design of
this project. Staff has helped us identify and address barriers to
change and helped us create strategies to support practice
change.467
EVALUATION AND TREATMENT OF DIARRHEA IN THE BLOOD AND MAR-
ROW TRANSPLANT RECIPIENT: DEVELOPMENT OF AN EVIDENCE-BASED
PLAN OF CARE
Gilmore, D.N. OSU James Cancer Hospital, Columbus, OH
Diarrhea is a common symptom experienced by both autolo-
gous and allogeneic blood and marrow transplant recipients that
can present at any time over the course of transplant. Diarrhea af-
fects the patient’s comfort, can increase length of hospital stay and
cost of care, and can be debilitating and life-threatening. The
cause of diarrhea in the transplant patient has several possible eti-
ologies and can be multi-factorial. Causes include infection (in-
cluding Clostridium difficile) and graft versus host disease and
diarrhea can be chemotherapy or treatment related. In an attempt
to standardize evaluation and treatment of diarrhea in the trans-
plant patient, a plan of care was developed to guide care of the
transplant patient who presents with diarrhea. A review of the lit-
erature was completed. Input was obtained from institutional phy-
sicians from the blood and marrow transplant, infectious disease,
and gastroenterology departments and from the pharmacy depart-
ment. An evidence-based plan of care was developed using the
gathered information. The plan of care includes a total of three in-
terwoven algorithms. The first includes initial evaluation and
treatment of diarrhea, focused on the treatment of chemother-
apy/treatment related diarrhea. The second is an algorithm fo-
cused on the treatment of Clostridium difficile diarrhea. The
third is an algorithm focused on the treatment of diarrhea caused
by graft versus host disease. The plan of care is multidisciplinary
and includes nursing, medical, and pharmaceutical interventions.
The complete plan of care is now available on the institutional in-
tranet as part of the blood and marrow transplant program policies
and procedures. It is used for reference by the blood and marrow
transplant program nurse practitioners, physicians, nurses and
other staff of the institution. Implementation of this plan of care
has helped to standardize care of the transplant patient with diar-
rhea. Additionally, Clostridium difficile infection rates on the
blood and marrow transplant unit have dramatically decreased in
part due to the implementation of faster isolation and enhanced
precautions in care of the patient with diarrhea as suggested by
the plan of care.468
UM,WHAT’S YOUR NAME AGAIN? IMPLEMENTING A BEDSIDE CHECK TO
DECREASE INCIDENCE OF PATIENT MISIDENTIFICATION-RELATED
CHEMOTHERAPY ERRORS
Spruill, A., Eron, B.W., Coghill, A., Farmer, A., Talbert, G. University of
North Carolina Health Care, Chapel Hill, NC
Patient harm due to incorrect administration of chemotherapy in
our Bone Marrow Transplant Unit (BMT) was identified as a pre-
ventable risk. According to the Institute of Safe Medication Practice,
high alert medications, such as chemotherapeutic agents, can lead to
significant patient harm, if used in error. After attending the Agency
for Healthcare Research and Quality TeamSTEPPS training and
peer discussion, BMT nursing staff implemented a practice change
intended to prevent patient misidentification medication errors –
a bedside check of chemotherapy. Per institutional policy, all
chemotherapy must be independently double checked by two
chemotherapy-competent nurses prior to administration. This veri-
fication does not include a bedside check. We defined a bedside
check as two chemotherapy-competent nurses comparing/verifying
the patient’s name and medical record number against the patient’s
identification armband and the same identifiers on the chemotherapy
product label at bedside.
A data collection tool that captured compliance with the bedside
check was designed. Data collection occurred November 1, 2008
to February 1, 2009. Briefing, which included scheduled
S328 Poster Session IIchemotherapy for that shift, between the charge nurse and the pa-
tient’s assigned nurse was completed at shift’s beginning. Debrief-
ing between the charge nurse and the patient’s assigned nurse was
completed at shift’s end and consisted of recording the nurse’s re-
sponse to the question, ‘‘Did you have 2 RNs check chemo in the
room?’’
Of the 90 opportunities for chemotherapy administration, all che-
motherapy doses were double-checked at the bedside 100% of the
time after the bedside check implementation. Medication variance
data revealed no patient misidentification chemotherapy errors
were reported for the 3 months prior to and after implementation.
BMT nursing staff consistently changed their practice by imple-
menting a bedside check of chemotherapy. Medication variance
data was inconclusive, as no errors related to patient misidentifica-
tion involving chemotherapy were reported prior to or after the
practice change.
As this practice change continues, we anticipate 0% incidence of
patient misidentification chemotherapy administration-related
errors. This bedside check may offer more opportunities for patients
to inquire about their chemotherapy. Patient satisfaction may
improve if patients see extra care taken to ensure they receive the
intended therapy.469
TWICE DAILY INTRAVENOUS TACROLIMUS (FK-506) IS A SAFE AND
EFFECTIVE GRAFT VS. HOST DISEASE (GVHD) PROPHYLAXIS FOR PEDI-
ATRIC ALLOGENEIC HEMATOPOIETIC STEM CELL (HSCT) RECIPIENTS
Skeens, M.A., Pai, V., Garee, A., Bajwa, R., Gross, T., Termuhlen, A.,
Soni, S. Nationwide Children’s Hospital, Columbus, OH; The Ohio State
University, Columbus, OH; The Ohio State University, Columbus, OH
Background: Tacrolimus (FK-506) is highly effective in prevent-
ing GVHD in allogeneic HSCT recipients. Traditionally, tacroli-
mus is administered as a 24-hour continuous infusion. This
schedule is logistically difficult. We report our pediatric experi-
ence with twice-daily bolus administration of intravenous (IV)
FK-506.
Methods: From March 2006 until July 2009, 25 pediatric patients
undergoing allogeneic HSCT have received twice daily bolus infu-
sions of iv FK-506 for GVHD prophylaxis. FK-506 was started at
an initial dose of 0.015 mg/kg IV bolus administered as a two hour
infusion beginning on Day -2 or -3 and then given every twelve
hours. Trough drug levels were drawn before the fifth dose and
then monitored twice weekly. The dose was adjusted to maintain
a trough drug level range between 5-15 ng/ml. Bolus iv FK-506 in-
fusions were continued till patients were ready to be transitioned to
the oral route.
Results: Median age of recipients was 10 years (14months –17
years). 16/25 (64%) of patients received matched unrelated grafts
and 9/25 (36%) received matched related donor HSCT Stem cell
sources included bone marrow, peripheral blood and cord blood.
Majority of the patients had also received short course methotrex-
ate or mycophenolate mofetil in combination with iv FK-506 for
GVHD prophylaxis. 10/25 patients had also received anti-thymo-
cyte globulin (ATG).
All bolus infusions of iv-FK-506 were well tolerated, Nephrotox-
icty (defined as 2x baseline creatinine at any time-point during FK-
506 adminitration) was detected in 11/25 (44%) patients. Most of
these patients were receieving other nephrotoxic agents also. Past
studies of continuous infusion FK-506 report nephrotoxicity rates
of 60-80% using the same criteria. No patient required dialysis.
No patient developed HUS/TTP. 12% of patients developed hyper-
tension requiring medical intervention. One patient developed
PRES with seizures and tremors.
Only 1/25 patients developed Grade II GVHD. No Grade III-IV
GVHD was identified.
This was effective GVHD control when compared to historical
results of continous iv FK-506.
Conclusions: Intermittent bolus infusions of FK-506 are easy to ad-
minister and do not correlate with any increased toxicity or risk of
GVHD when compared to past reports of continuos iv administra-
tion.Since access to central venous lines is an important issue inchildren, further studies are warranted to confirm the safety and ef-
ficacy of intermittent Tacrolimus administration.470
BRIDGING THE UNMET NEEDS OF YOUNG ADULTS: CREATING A
SUPPORT GROUP FOR YOUNG ADULT PATIENTS ON THE STEM CELL
TRANSPLANT SERVICE
Rimkus, C., Chiang, K. Barnes-Jewish Hospital, St. Louis, MO
Young adults, ages 18-35, have unique psychosocial needs that
differ from their older counterparts with the same cancer. The
transplant service at a large comprehensive cancer center includes
patients who have all blood related cancers that are being treated
with or without a stem cell transplant. The transplant team appre-
ciates the unique needs of the young adult. Several attempts
aimed at addressing these needs have failed. Our psychosocial ser-
vice developed an outpatient young adult support group that
failed due to poor attendance. Individual support has not been
easily accepted. We even attempted to engage the young adults
in an interactive game/book/DVD program, with minimal success.
Over the past year, the inpatient staff started noticing the young
adult patients gathering in common spaces, even going to each
other rooms to gain the support from other patients with like dis-
eases and concerns. Given that the average length of stay for the
blood cancer patient is three weeks and that the young adults have
been interactive in the already established discharge planning
class, the staff felt that an inpatient support group was a viable
untapped option. The staff asked the young adults if they felt
a young adult support group that was held on the unit would
be helpful to them. The twenty-five to thirty-five year olds were
very interested in having their needs addressed and were inter-
ested in gaining the support of others with like concerns. The pa-
tients younger than twenty-five were non-committal. Partnering
with the psycho-oncology service, the clinical nurse specialist de-
veloped a young adult support group. A proposal was developed
and presented to the cancer center’s patient programming com-
mittee as well as the director of oncology services. Once accepted,
the proposal was presented to the nursing staff. Group ground
rules have been established to address the potential anger and
emotion that can be evoked from this population. Marketing for
the program will include having the unit staff and chaplain pro-
mote attendance. The goal of this poster is to outline the steps
included in developing a support group, identifying the challenges
as well as rewards. The plan is to start this inpatient young adult
support group in November and collect data for 3 months as to
attendance, feedback from patients and then eventually to see if
this leads to opportunities to help this psychologically under-
served population.471
CHEMOTHERAPY DOSE ADJUSTMENT FOR OBESITY IN HEMATOPOIETIC
STEM CELL TRANSPLANTATION
Jakubowski, R.M.1, Isola, L.2, Cunningham, R.1, Kim, S.3 1Nursing;
2Medicine; 3Mount Sinai Medical Center, New York, NY
More than 50 million adults in the US are overweight and al-
most 70% qualify for the diagnosis of obesity. In 2010, 1.6 million
new cases of cancer are expected to be diagnosed. That number is
expected to increase by 45% in the next 20 years. Recent studies
have shown that obesity is associated with an increased risk of cer-
tain types of cancer. A large number of patients with cancer will
receive chemotherapy as treatment for their disease. Although re-
nal, cardiac and liver function play a role in dose adjustment of
chemotherapy, patient and drug specific factors (i.e. obesity,
drug’s protein binding, its lipophilicity) must also be considered.
The level of excess body weight that requires dose adjustment re-
mains controversial. Myeloablative hematopoietic stem cell trans-
plantation (HSCT) is based on the use of high doses of
chemotherapy such as busulfan. High serum concentrations of
such drugs have been associated with the development of life-
threatening complications like veno-occlusive disease. For this
reason, many practitioners empirically adjust chemotherapy dosing
in obese patients by using adjusted weight or capping body surface
